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F 000 | INITIAL COMMENTS F ooo 483,10(b){1) Notice of rights,
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For resldents affected/For
F 166 | 483.10{b}{5) - {10}, 483.10(b)(1) NOTICE OF F 156 restdents having potential to be Q~20~i2.
85=¢ | RIGHTS, RULES, SERVICES, CHARGES affected:

The facHily must inform the resident both orally
and In wriling in a fanguage thet the resident
understands of his or her rights and all rules and
ragulations governing resident conduct and
responsiblities during the stay In the facllity. The
facllity must also provide the resldent with the
notice {If any) of the State developad under
§1919(e)(6} of the Act, Such notification must be
made prior to or upon admission and durng the
resident's stay. Recelpt of such information, and
any amendments to #, must be acknowledged in
writing.

The facility must Inform each resident who is
entitled to Medicald:benefits, in wrlting;- at the time
of admisslon to the nursing facllity or, when the
resident becomes eligible for Medicald of the
items and services that are Included in nursing
facliity services under the State plan and for
which the resident may not be charged; those
other iterns and services that the facllity offers
and for which the resident may be charged, and
the amount of charges for those services; and
inform each resident when changes are made fo
the ilems and servicas specified In paragraphs (5)
{1)(A) and (B) of this section,

The facilily must Inform each resident before, or
at the time of admisslon, and periodically during
the resident’s stay, of services available In the
facility and of charges for those services,
including any charges for services not covered
under Medlcare or by the facllity's por diem rate.

*LTC {Long Term Care) Survay
Guidelines 483.10 (b}{1} were
reviewed with SW {Soclal Worker)
by DON {Director of Nursing} on
09-04-12,

*Review of presentation board was
completed on 08-31-12. All state
agency information was displayed
as required. In addltion, resident
handbooks that were in place In
rooms were also evaluated on 08-
31-12 and all noted to have correct
Information listed.

*Executive Director evaluated the
board on 08-31-12 and approved
display. Prominent sighs were also
posted in front entrance of inn and
adjacent nursing station (500+600)
to identify focation of state contact
information on 08-31-12.
Measures in place/monitoring
solution:

*Any changes in advocacy listing
requirements will be addressed by
Executive Director in weekly
leadership meeting, SW {soclal
worker) will make changes as
Indicated.

*DON {Director of Nursing} or
other designated RN {cilnical
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The facllity must furnish a written description of
legal rights which Includes:

A descriptlon of the manner of protecting personal
funds, under paragraph (c) of this section;

A description of the requirements and procedures
for establishing efigibility for Medicald, including
the right to request an assessmant under seclion
1924(¢) which determines the extent of a couple's
non-exempt resources at the time of
institutionalization and afiributes to the communfiy
spouse an equitable share of resources which
cannot be considered available for payment
toward the cost of the institutionalized spouse's
medical care in his or her progess of spanding
down lo Medicald sligibility levels.

A posting of names, addresses, and telephone
numbers of all periinent State cllent advocacy
'groups such as the Statd survey and carfification
agency, the State licensure office, the Stata
ombudsman program, the protection and
advocacy network, and the Medlcald fraud conirol
unif; and a statement that the resident may file a
complaint with the State survey and certification
agency concerning resldent abuse, neglect, and
misappropriation of resident property in the
facllity, and non-compliance with the advance
directives requirements.

The facility must comply with the requirements
spocifisd in subparl | of part 489 of this chapter
related {o malntairing writlen policies and
procedures ragarding advance direclives. These
requirements include provisions to inform and
provide written Informaticn to all adult resldents
concerning the right to accept or refuse medical

presentation board for appropriate
adjustments made to insure
meeting regulation guidellnes by
dates indlcated. Issues noted will
be addressed with SW (Social
worker) and Executive Director
immediately.

*Any concerns will also be
addressed at the QA committee
meetings and followed as indicated
with any further
recommendations,
483.10{b}(5)-(10]);

For.residents affected/For
residents having the potential to

be affected:
*LTC {Long Term Care) survey

Guidelines 483.10(b} (5)-{10} were
reviewed with Business Cffice
Manager by DON on 09-04-12,
*Audit conducted of SNFABN
{advanced Peneficlary Notice} for
past 6 months, Audit was
completed on 09-20-12 by
Business Office Manager. All other
notices Issued at least two daysin
advance of deniled benefits for
Madicare skilled services.
Systemic changes/Monitoring

solution:
*In addltion to informal meetings,

any changes in payor sources will
he discussed in morning stand up
meeting that Business office

manager attends. Minute outltine
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or surglcal treatment and, at the Individual's
option, formutate an advance directive. This
inciudes a written desctiption of the facility's
policles to implement advance directives and
applicabla State law.

The facility must inform each resldent of the
name, speclally, and way of contacling the
physiclan responsible for his or her care.

Tha facllity must prominently display in {he facility
written information, and provids fo residents and
applicants for admission oral and written
information about how fo apply for and use
Medlcare and Medicald benefits, and how lo
recelve refunds for previous payments covered by
such benefits.

This REQUIREMENT s not met as evidenced
by, -

Based on record review and staff intarview, the
facliity did not prominently display State Agency
confact information as well as falled to provide a
minfmum two days notice for 1 of 3 residents
(Resldent #73) denled benefits for Medicare
skilfed services,

The findings include;

1. On 812712 at 6:15 pm, during the initlal tour of
the facility, & bulletin board was obsarved across
from the 300/400 halls nursing station, containing
information to contact slate agency and advocacy
groups, The bufletin board was near the actlvifles
area, which was a conslderable distance from the
front lobby where visitors entered the facliity.
There was an exit door near this nurse’s statlon

Office manager willl submit notlce
thimely as outlined in reguiation
manual as Indicated.

*Medical Records Director wili
review dates of all Skilled Nursing
Facllity Advanced Beneficlary
Notices {SNFABN) issued, as
Indicated as benefit pertods end,
starting 09-10-12 and notify DON
of any concerns.

*Any concerns will be addressed
immediately with Business Office
Director and Executive Director.
Concerns will also be forwarded to
QA committee and followed as
indicated.
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and activities room, howaver, no guasts ware
obssrvaed to use this door throughout the survay,

In addition, there were no observed signs nofed
throughout the building, to identify the locatlen of
the state contact Information.

On 8/28M2 at 10:10 am and 8/29/12 at 1:00 pm,
the same observations wers mads.

On 8/30/12 at 1:45 pm, the Administrator was
notified that the state contact/advocacy
Information was nol placed in a prominent
location. He shared that he would make ihe
Information more visible for alf o review.

2. On 8/29/12 al 4:45 pm, a record review was
conducted and revealed that Resldent #73 was
admitted to the facllity on 2/4/12. On 3/26/12, the
buginess office prepared a letter, Skillad Nursing
Facllily Advance Beneflclary Nofles, which
Indicated that after 4/1/12, Resldent #73 ' s dally
therapy services would not be covered by
Medicare since her condiflon had improvad,

Attached to the Skllled Nursing Facilily Advance
Beneficlary Noilce, was the Nofice of Medicare
Non-Coverage, dated 3/29/12 which conveyed
that skilled nursing services would and on
3/3112, Anote on the form, read " Trled to
contact RP (responsible party) prior io 4/3/12,

On 473112, the RP signed both of the forms,
acknowledging recelpt and understanding of the
notices,

The Administrative Staff #4 was Interviewed on
8/30/12 at 11:00 am. She Indlcated that she had

F 156
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been In her position since last October. She
shared that she was aware {hat she should
documenti all efforls of communicating the
handling of liability notices for Medicare
Non-Coverage and that normally she records
actions taken in a notebook or on the char, under
the Admissions fab.
She stated that she wasn ' { corlaln if she had
recorded her efforts for Resident #73 however
she did racall that she placed a call to the RP {not
sure of the day) and fold the nurses to Inform the
RP that he neaded to sign a form in the business
office, when he arrived af the facility for his F332 q-19-12
customary dally vislt. She shared that days went 483,25 Quality of Care-Free of
by and the RP did not make a visit. She learned medication error rate of 5% or
later that he was out of town. The Administrative more
Slaff #4 stated that after she placed a call to the For residents affected:
bR;r;SE did not follow up and send him the notice *Nurse #1 and nurse #2 were
F 332 | 483,25(m)(1) FREE OF MEDICATION ERROR pagp|  Immediately re-

ss8=p | RATES OF 5% OR MORE

The facility must ensure that it s free of
medlcation error rates of five percent or greater,

This REQUIREMENT is not met as svidenced
by:

Based on record revlew, observation and staff
interview, the facliity falled to ensure that the
medication error rate was 5% or below by not
folfowing the doctor's ordors and the
manufacturer's specifications. There were five
orrors out of fifty one opportunities resulting to a
9.4 % error rate (Residents # 72, # 8 & # 58),
The findings Include:

educated/counseled by RN on
proper medication administration
and expectations for resident’s
#72, #8 and #58 on 08-30-12,
*Nurse #1 did obtain correct form
of potasstum for resident #72 and
correct dose of calclum for
resident #8 as reported to surveyor
and those medicatlons were
delivered timely on 08-28-12,
Nurseftl reported ereors for
resldent #72 and #8 to MD. No
negative effect or change in
condition resulied for residents
fnvolved and MD had no

recommended changes in orders.
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1. Resident #72 had a doctor's order dated
0170812 for " Klor-con 10 meq (melllequivalent)
1 tablet by mouth everyday with food for
Hypakalemla. Do not crush. *  On 08/29/12 at
7:55 AM., Nurse #1 was ohservad during the
medlcation pass. Nurse #1 was observed fo
prepare and to administer the medications for
Resident #72, She crushed all the medications
including the Klor-con and administered tham
with apple sauce,

On 08/29/12 at 9:10 AM, Nurse #1 was
Interviewsd. Nurse #1 acknowledged {hat she
had crushed the Klor-con and stated that she
woulld call the phamagy if she could get the flquid
form of Potassium

2. Resident #8 had a doctor's order dated
05/22/12 tor Calclum Carbonate 600 mgs
{milligram) 1 tablet by mouth twice a day for
Osteoporosis. On 08/29/12 at 8;'11 AM, Nurse #1
was observed during the medicalion pass, Nurse
#1 was obsarved to prepare and to administer the
medicatlons Including Calcium Carbonate exira
strength 750 mgs. tablet.

On 08/29/12 at 9:10 AM, Nurse #1 was
interviewed. She asknowledged that she had
administered Calclum Carbonate 760 mgs
instead of 600 mgs as ordered. She stated that
she would ¢all the pharmacy to get the right dose
of Calclum Carbonate,

3 a. Resident #58 had a doctor's ordar dated

*Nurse #2 did administer
medication out of her normal
sequence on resident #58 during
medication observation. Meal carts
were on floor to be delivered.
Nurse #2 reported errors for
resident #58 to MD. No negative
effect or change In condition
resilted for resident involved and
MD had no recommended changed
in orders.

For residents having potential to
be affected;

*Nurse #1 and nurse #2 recelved
formal training and counseling by
DON on 09-05-12 on Medlcation
administration and expectations,
*Mandatory in-service for alt
nurses {including weekend and prn
{pro re nata} or “as needed”
nurses) was conducted Sept 19" at
7:30am and 2pm by pharmacy
nurse consultant to review proper
med pass administration. Any prn
nurse falling to attend in-service
will be mandated to contact DON
prior to working next shift to
arrange education.

Systemic changes/Monitoring
solution:

*Nurse #1 and nurse #2 will be
followed every month x 3 months
by pharmacy nurse consultant or
RN supervisor and performance
issues addressed as indicated, Any
further trends/concerns wiif be

F 332
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F332 | Continued From page 8 Fa32 followed as Indlcated,

08/25/11 for Os-cal 800+ 200 1 tablet by mouth
twice a day for Osteoporosis. On 08/29/12 at
4:26 PM, Nurse #2 was observed during the
medication pass. Nurse #2 was observed fo
prepare and o administer the medicalions
including Os-cal 500 mgs.

On (08/29/12 at 5:05 PM, Nurse #2 was
interviewed. She acknowledged thal she had
administered Os-cal 500 mgs instead of Os-cal
500 mgs with D 200 mgs as ordered,

3 b. Resldent #58 had a doclor's order dated
10/30/11 for Essentials Mega Chelated Minerals 2
tablets by mouth twice a day with meals as
suppiement. On 08/29/12 at 4:26 PM, Nurse #2
was observed during the medication pass. Nurse
{##2 was observed to prepare and to administer the
resident's medications including the Essentlals
hMega Chelated Minerals. Resident #58 did not
have her meal lray.

The meal cart was observed to arrive on the hall
af 5:00 PM and Resident #58 was not In her
room,

On 08/29/12 at 5:05 PM, Nurse #2 was
interviewed, She stated that Resident #58 was
visiling a resident on the other hall. She further
stated that she always administers the resident's
madications when the meal tray comes bul she
did not do it this time.

3 ¢. Resldent #58 had a doctor's order dated
10/30/11 for Essentials Mega Antioxidant 2 tablels
by mouth twice a day with meals as a

*In addition, RN supervisors will
conduct monthly med pass reviews
on random nurses including all
shifts Including weekend staff to
insure complance to expectations.
Concerns noted will be
immediately addressed with
employees involved. Any Issues
identified will be brought to QA
committee and followed as
Indicated.

*DON will conduct random audits
over next gir {at least one per
month) to Include at least 1 more
observation of nurse#t and
nursel2, Any concerns whl be
addressed immediately with staff
involved, Trends or concerns will
also he brought to QA committee
for review and plan will be
followed as Indicated.
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supplement. On 08/26/12 at 4:26 PM, Nurse #2
was observed during the medication pass. Nurse
#2 was observed to prepare and to administer the
residant’s madications including the Essentials
Mega Antioxidant. Residont #58 did nol have her
meal tray.
The meal cart was observed o arrive on the hall
at 5:00 PM and Resldent #58 was not in her F334 f-19-17

room.

On 08/29/12 at 5:05 PM, Nurse #2 was
interviewad. She stated that Resldent #58 was
visiting a resident on the other hall. She further
statad that she always administers the resident's
madications when the meal {ray comes but she
did not do it this time.

F 334 1 483.25(n) INFLUENZA AND PNEUMOCOCCAL
ss=8 | IMMUNIZATIONS

The faciilty must develop policies and procedures
that ensure that --

{i} Before offering the Influenza Immunization,
each resident, or the resident's fegal
representative receives education regarding the
tenefits and polential slde effects of the
Immunization;

(i} Each resident Is offered an influsnza
immunization Qctober 1 through March 31
annually, unless the Immunization Is medically
contraindicated or the resident has already besn
immunized during this time perlod;

{lli) The residant or the resident's legat
representative has the opportuniy to refuse
immunization; and

{Ilv} The resident's madical record includes
documentation that indlicates, at a minimum, the
following:

483,25(n) influenza administration
For resldents affected:

*Restdent #52, #58 recelved 2012-
2013 infiuenza information sheets
recommended by COC {Centers for
Disease Control) on 09-14-12. RN
supervisors reviewed information
Fa34 with residents at that time to
inform them of risks/potential side
effects and benefits of
lmmunizations. Both residents
reported they have recelved
information In past regarding
immunizattons and both gave
consent for this season’s influenza
immunization administration
scheduled to begin Oct 2012,
Responsible reprasentatives for
both residents received phone calls
from RN supervisors on 09-14-12
to review same Information and to
notify them of resldent consent,
Both famlly members agreed with
consent for immunizations.

*DON reviewed medical record of
resident #52 and #58. Audit
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immunization; and

Influenza Immunization dus to madical
confraindications or refusal,

that ensure that --
(1} Before offering the pneumecoccal

immunization:

already been Immunized; )
(ili) Tha residant or the resident's legal

Immunization; and

following:

pneumococcal immunization; and

coptraindication or refusal,

years following the firet pneumococcal

(A} That the resldent or resident's legai
representatlve was provided education regarding
the benefits and potential side effects of influenza

{B) That the resident either racsived the
influenza immunization or did not recelve the

{iv} The resident's medical record includes
documentation that Indicated, at a minimum, the

(A} That the resldent or resident's legal
representative was provided education regarding
the benefits and potentizl side effects of

{B) That the resident elther recelved the
pneumococcal immunization or did not receive
the pneumococcal immunization due to medical

The faclliity must develop policles and procedures

Immunization, each resident, or the resident's
legal represantative recelves educatlon regarding
the benefits and potential side effects of the

(ii) Ench resident Is offered a pneumococeal
Immunization, unfess the immunization is
medleally contraindicated or the resident has

representative has the opportunity to refuse

(v} As an allernative, hased on an assessment
and practitioner recommendation, a second
pneumococcal immunization may be glven after 5

resident as well as responsible
representative was provided
education regarding the
risks/potential side effects and
benefits of influenza immunization.
For residents with potentlal to be
affected;

*RN supervisors were educated on
expectations of proper
documentation of education
provided regarding benefits and
potential side effects prior to
Influenza immunization by DON on
09-14-12,

*Mandatory In-service for all
nurses {Including weekend and prn
"as needed” nurses) was
conducted on September 19 to
review influenza immunization
regulrements. Any prn {as needed)
nurse failing to attend in-service Is
mandated to contact DON
{Director of Nursing) to arrange
education prior to next shift
worked,
Systemlc changes
sotutlon:

*RN supervisors will provide
documentatlon In resident medical
record {under “Admission” tab} of
education provided regarding
beneflts and potential side effects
upon obtalning consent and prior
to adminlistration for this year’s
2012-2013 flu season.

onltori
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F 334 | Continued From page 9 F 334 documentation by RN staff prlor to

immunization, unless medically contraindicated or
the resldent or the rasident's legal representative
refuses the sscond immunizaiion.

This REQUIREMENT is nol met as evidenced
by:

Based on record review and staff interview, the
facllfty falled to document In the residen{'s
medical record that education regarding the risk
and benefits of influenza immunization was
provided to the resident or legal representative
prior to vaceination on 2 (Resldents # 58 & #52)of
5 sampled residents. The findings Include:

The facility's policy and procedure on
immunizalions: influenza (Fiu} Vacelnation of
Residents, Staff and Volunteers with the revised
date of 2009 was reviewed. The pollcy Indicated
that " informad consent in the form of &
discusslon regarding risks and benefils of
vaccination will cceur prior to vaccination,

1. Resident #58 was admitted fo the faclility on
05/30/10, Review of the immunizatlon record
revealed that Resident #58 had received the
influenza vaccine on 09/22/11. There was no
evidence in the record that Resident #58 or her
lagal representative was provided education
regarding iisks and benefits of the vaccine prior
to vaccination, :

On 08/30/12 at 11:05 AM, administrative staff #1
was Inferviewed. She stated that she could not
find any documentation that education was

this season’s influenza
administration,

*Any concerns noted In
documentation of risks and
henefits of immunizations will be
acddressed immediately with staff
involved and Issue brought forth to
0OA committee meeting and
followed as indlcated.
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provided to Resident #58 or her lagal
rapresentative pricr to vaccinatfon,

2, Resident #52 was admitted to the facllity on
12102/09. Review of the immunization record
revealed that Resident #52 had received the
influehza vaccine on 08/22/11. There was no
evidence In the record that Resident #52 or her
tegal representative was provided educallon
regarding risks and benefits of the vaccine prior
to vaccination.

On 0830112 at 11:05 AM, administrative staff #4
was interviawed. She staled that she could not

find any documentation that education was F356 q ~14-12,
provided to Resldent #52 or her legal 483.30(e) Nursing setvices-posted
reprasentative prior to vaccination. nurse staff Informatlon
F 356 | 483,30(e} POSTED NURSE STAFFING F 356 For residents affected/residents
$8=C | INFORMATION with potential to be affected:
The factiity must post the following infermatton on *Staffing coordinator Immediately
a dally basls; amended form used for posting
o Facliity name. staffing hours on 08-29-12.
o The current dale. The form Includes actual hours
o The total number and the actual hours worked worked for RN, LPN, and C.N.A.s,
by the following categorles of licensed and The new form was posted 08-29-12
unlicensed nursing staff directly responsible for In prominent area at
resident care per shif: 300/400nurses station,

- Registered nurses.

- Licensed praclical nurses or jicensed *As of 09-14-12, the new staffing

yocational nurses (as dafined under State law), form was ailso prominently posted
- Certified nurse aides. at nursing statlon 2 {500/600half)
o Reslident cansus. . so posting would be more visible
The faciit ¢ post th tafing da for atl to review.
© faciiily MUST post e nuise siairing data Systemic changes/monltoring
specified above on a dally basis at the beginning ;ﬁr"’" tion: 18

of each shift. Data must be posted as follows:
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) 7'7"RN supervisors will check posting
F 356 | Continued From page 11 F356)  of hours randomly at least 3xwk
© Clear and readable format, through September, then at least
© In a prominent place readlly accessible fo 2xwk through October, then at
residents and visitors, least 1x week for November to
The facility must, upon oral or written request, Insure compltance to regulations.
make nurse staffing data available 1o the public Any concerns noted will be
for review at a cost not to excead the communily forwarded to QA committee and
standard. followed as Indicated.
*DON witl conduct random weekly
The facliity must maintain the posted dally nurse audits for next qtr (quarter). Any
e o o ot or concrns o rends oted il be
q ' Y ' addressed with Staffing
Coordinator immediately and
This REQUIREMENT is not mst as evidenced brought to QA committee for plan
by: development as Indicated,
Basad on observation, record review and staff
interview, the faclllly falled to post dally staffing in
a prominent location, with accurate Information.
The findings include:
On 8/27112 at 6:15 pm, during the initlat tour of
the facility, a bulletin board located across from
the 300/400 halls nursing station and next to the
actlvily room, contalned a dally stafiing for
827112, Reglstered Nurses (RN) and Licensed
Practical Nurses (LPN) were combined, Instead
of being ilsted separately, There were no actual
hours worked for any of the disciplines, during
any of the shifts.
On 8/28M2 at 10:10 am and 8/29/12 at 1:30 pm,
the dally staffing was completed in the same
fashlon with the RN and LPN's staff combined
and not listing the eclval hours of any of the
nursing staff. Af each nurse's station, a form that
listed the names of nurse aldes, LPN's and RN's
FORM CMS-2567(02-69) Provious Verslons Cbeclete Evonl 1D:MBEIT1 Factily ID; 060238 If continuatlon sheet Page 12 of 18
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F 356 | Continued From page 12 F 356
as well as the resident census was llsted, but it
did not contaln actual hours worked andfor
remove the names of nurses, not performing
direct care.
Administrative Staff #3 was interviewed on
8/29/12 at 1:40 pm. She stated that for the last
two years, she had been completing the daily
staff posting and on the weekends, she had a
shift supervisor update the form. Normally, she
stated, she listed the unit supervisor under RN
even though for the most part, they wers not
performing direct care with residents. She also
did not know that she couldn't combine the RN
and LPN staff on the posting or that she was
required to list the actual hours worked, per
discipline, per shift, She Indicated that she would
review the regulation and amend the form sothet —{—
It would contain the right Information.
o F371 q-2012
On 8/29/12 at 3:00 pm, the Administrative Staff 483.35(1) Food brocure,
#3 had successfully revised the dally staff form. store/prepare/serve-sanitary
For residents affected/residents
Fhe Administrator was nofifled on 8/30/12 at 1:45 having potential to be affacted:
pm that the daily posting was not In a prominent *Review of all refrigerated
location and ?hared that }he posting would be | products conducted 08-30-12 by
more visible for all lo review, charge nurses, with follow up by
F 371 | 483.36(1) FOOD PROCURE, F 371 RN supervisors that same
== | STORE/PREPARE/SERVE - SANITARY
Ss=E afternoon. Quidated dalry drinks
The facilily must - along with health shakes that were
{1) Procure food from sources approvad or not dated were discarded. No
consldered satisfactory by Federal, State or local other expired products or issues
authorities; and noted.
(2} Store, prepars, distribute and serve food *Review of all
under sanitary conditions refrigerators/freezers conducted
by DON evening of 08-30-12, No
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issues noted. items labeled as
F 371 Coniinued From page 13 F 371 required and in date.
Systemic chan monitorin
solution:

This REQUIREMENT is not met as evidenced
by

Based on observation, staff interview and
product labet, the facility faifed fo: {1) remove
outdaled thickened dalry drink and (2) date health
shakes when thawed in two (Unit 1 and Unlt 2) of
two nourishment refrigerators. The findings
Ingluded:

1a, Observation on 8/30/12 at 8:54 AM of the Unit
1 refrigerator revealed 6 carions of thickened
dairy drink with a use by date on B/27/12.

During an interview on 8/30/12 at 8:54 AM,
Administralive Staff #1 indicated that the night
shift nursing staff checked the refrigerator and
re-ordereditems as needed. Administrative Staff
#1 stated that the staff should remove cutdated
items for return to the dietary depariment.

During an Interview on 8/30/12 at 2:11 PM, the
Dietary Manager indicated that dietary staff
should remove any explred items when
rastocking the refrigerator.

During an Interview on 8/31/12 at 10:50 AM, the
Dieticlan indicated that the facllity did not have a
policy on removing expired product from the
refrigerators.

1b. Observation on 8/30/12 at 9:08 AM of the Unit
2 reffigerator revealed 1 carton of thickened dairy
drink with a use by date on 8/27/12,

During an interview on 8/30/12 at 8:64 AM,

*Night shift LPNs to check products
in refrigerator g HS and discard any
products soon to expire, Third shift
check off form amended and
initiated 09-06-12 to reflect
intervention.
*ANs to check refrigerators 3x
week through September, 2xweek
through October, and weekly
through November to insure
compliance to expectations of
properly labellng health shakes,
discarding explring products

. starting 09-06-12.
*DON to conduct random audits
weekly through next quarter
starting 09-06-12. Any Issues noted
will be brought to QA committee
meeting and followed as indlcated.
*Dietary staff will pull mighty
health shakes from freezer and
label carton with “use by” date
prior to dellvery to nursing units.
*Dietary staff will check all
refrigerators a minimum of 2x
week for any expiring products,
proper storage and intervene as
Indicated by 09-19-12, A quality
assurance form was created 09-14-
12 to track and document
interventlon. Any lssues noted will
be brought to Dletary manager.
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, *Education of above dietary
F 371} Continued From page 14 F37 procedure changes is ongoing and

Administrative Staff #1 indicated that the night
shift nursing staff checked the refrigerator and
es-ordered lems as nesdad. Adminisiralive Staff
#1 stated that the staff should remove outdated
ftems for return to the dietary depariment.

During an interview on 8/30/12 at 2:11 PM, the
Dietary Manager indicaled that dletary steff
should remove any expired iflems when
restocking the refrigerafor.

During an Intervisw on 8/31/12 at 10:50 AM, the
Dietician indlcated that the facility did not have a
policy on removing expired product from the
refrigerators,

2a. Observation on 8/30/12 at 8:54 AM of the Unit
1 refrigerator revealed 7 cartons of a thawed,
nuiritionat shake product, Printed on each carton
was, "use within 14 days after thawing.”

Buring an interview on 8/30/12 at 8:54 AM,
Administrative Staff #1 Indicated that distary
delivered frozen shakes fo the pursing unit and
placed them in the freezer companment of the
nourishment refrigerator. She said on a dally
basis nursing staff removed only the rumber of
shakes needed for {he day and put them In the
refrigerator fo thaw, Administrative Staff #1 stated
that the shakes would not be left in the
refrigerator for 14 days but acknowledged there
was no way to asceriain the date the shake had
been thawed,

During an interview on 8/31/12 at 10:50 AM, the
Distician said she beliaved the shakes were used
long before 14 days after thawing, but indicated
that the shakes probably needad fo be dated by

to be completed on September 18,
2012,

*Dietary manager will check all
refrigerators at least weekly and
conduct random audits of check off
sheets by dietary staff by 08-19-12.
A quality assurance form was
created 09-14-12 to document
tntervention. Any Issues noted will
be forwarded to QA committee
and followed as Indicated.
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F 371 | Continued From page 15 F 371
the nursing staff when removed from the freezer.
2b. Observation on 8/30/12 at 9:08 AM of the Unit
2 refrigerator revealed 13 cartons of nufritional
shake product. Five (5) cartons were thawed, the
romaining 8 cartons were patlially thawed.
Printed on each carton was, "use within 14 days
after thawing.”
During an interview on 8/30/12 at 9:08 AM, Nurse
#1 stated that the 11-7 shift nurse moved the
shakes from the freezer into the refrigerator so
ihey would be thawed when needed during the
deay. Nurse #1 indicalad that she could not be
certaln how long the carfons had been in the
refrigerator.
Ouring an interview on 8/31/12 at 10:50 AM, the
Disfician sald she belleved the shakes were used F431 q-{9-12,
fong before 14 days after thawing, but Indlcated 483.60(b).{d),{e]Storage drugs
that the shakes probably nesded to be dated by For residents affected:
the nursing staff when removed from the freezer. *Nurse #1 immediately discarded
F 431 | 483.60(b), (d}, (e) DRUG RECORDS, F 431 Novofog insulin and ordered new
55=p | LABEL/STORE DRUGS & BIOLOGICALS supply which was delivered timely
the same day {08-30-12).Resldent’s
The facliity must employ or oblain the services of personal home medication
& licensed pharmacist who establishes a system (Glucosamine) was returned on 08-
of records of recelpt and disposition of all A
controlted drugs in sufficient detail to enable an 30-12 with recommendation to
accurate reconclliation; and determines that drug discard, New supply of
fecords ars In order and that an account of all Glucosamine ordered and
controlled drugs is maintained and perlodically dellvered timely the same day 08-
reconcifed. 30-12.
Drugs and biclogicals used in the facility must be For resldents with potentlal to be
labsled in accordance with currently accepted g_f_@_gt_ed_. "
professional principles, and include the Evaluation of both medication
carts in fachity was conducted by
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. Registered Nurse) staff on 08-
F 431 | Conlinued From page 16 F 431 RN (Reg )

appropriate accessory and caulionary
Insiructions, and the expiration date when
applicable.

In accordance with State and Fedsral laws, the
facility must store sl drugs and blologlcals in
locked compartments under proper temperature
controls, and permit only authorized personnet to
hava access to the keys.

The facllity must provide separately locked,
parmanently affixed compariments for storage of
controlled drugs listed in Schedule H of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug dlstribution systems in which the
quanfity stored is minimal and a missing dose can
be readlly detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation, and staff interview, the
facility falled to discard expired medications from
one (600/600 medication cart} of two medication
carts, The findings include:

On 08/30/12 at 11:48 AM, the medication cart on
the 500/600 hall was observed. A full bottle of
Glucosamine with expiration date of 12110 was
observed. There was also a vial of Novolog with
an open date of 07/28/12,

On 08/30/12 at 11:59 AM, Nurse #1 was
interviewed. She siated that insulin is good for 28
days after openlng. She acknowledged that the

30-12, No other explred
medications were identified, No
other Issues noted,

*Nurse on duty 08-30-12 educated
on medication storage parameters
by RN Clinical Supervisor on 08-30-
12. Formal counseling conducted
with nurse by DON {Director of
Nursing) on 03-05-12. Storage
parameter reference gulde posted
at nurses stations for review,
Systemic changes/monitoring
solution:

*Night shift LPNs {Licensed
Practical Nurses) to check for
explred medications/proper
medIcation storage in cart and
medication room every night,
Education provided on medication
storage regulations 483.60
{b},{d},(e} and minimum storage
parameters reviewed with night
shift nurses 09-05-12 by Director of
Nursing and agaln reviewed at
mandatory In-service on 09-19-12
by Pharmacy Consultant.

*Third shift check off form
amended and Initfated 09-06-12 to
reflect intervention,

*Mandatory In-service for afl
nurses {Including weekend, and
prn “as needed” nurses) on
Medicatlon Storage Parameters,
conducted by pharmacy nurse
consultant on September 19" at
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7:30 am and 2:00pm. Any pin “as
F 431 | Continued From page 17 F 431 neaded nurse” that failed to

Novolog was expired on 08/26/12 and should
have been discarded. She further stated that a
resident who was just admitted had brought the
Glucosamins from home. She indicated that
nurses were responsible for checking the
expiration dates of the medications but had
missed it

Qn 08/30/12 at 12:10 PM, administrative staff #2
was interviewed. She stated that insulin Is good
for 28 days after opening.

attend In-service Is mandated to
contact Director of Nursing te
arrange educatlon prior to next
shift worked,

*RN's to check medication carts
3xweek through September,
Zaweek through October, and
weekly through November to
insure compliance to expectations
of Long Term Care guidelines of
medication storage by 09-06-12,
*Pharmacy nurse consultant will
compiete monthly checks of
medication carts and medication
rooms. Consultant wili share
Information In exlt conference with
Director of Nursing after each visit,
*Don will conduct random audits
{a minlmum of once a month}
through next quarter and review
ali checks completed by faciilty and
pharmacy RNs. Any Issues noted
will be immediately addressed with
staff responsible,

*Any Issues noted will be
forwarded to QA committee and
followed as Indicated.
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K 000 | INITIAL COMMENTS K 000
"This Life Safely Code (LSC) survey was
conducted as per The Code of Federal Register
at 42 GFR 483,70(a); using the 2000 New Health
Care section of the LSC and its referenced
publications. This facility s Type V unprotected
construction, and is equipped with an automatic
sprinkler system.
CFR#: 42 CFR 483.70 {a)
K 0451 NFPA 101 LIFE SAFETY CODE STANDARD © K045
$S=E
Hlumination of means of egress, including exit
discharge, Is arranged so that failure of any single
iighting fixture (bulb} will not leave the area in ‘ . :
c_!arkness. (This does not refer _’(o emergency K 045 — A certified electric contractor will
lighting in accordance with section 7.8)  19.2.8  Install two 8 foot pole lights and six8inch | ), 125 /3
: high low fights to illuminate the entire
walkway from the K. living room to the ‘
. public way. ‘
This STANDARE is not met as evidenced by: This lighting wifl be on the emergency
Based on the obgervations and staff interview rator § k-
during the tour on 10/11/2012 following exit ?ﬁ“e atorror bach up power.
discharge iflumination was observed as ere were no other emergency lighting .
nohcompliant: The specific findings include the Issues,
following: The Malntenance Director will review with. " 177" ©
. ' the campus QA Committee the actl ‘
No exit discharge lighting on the emergency taken atzh ¢ mt ie eact o,n i
power system the entire way to the public way ; e next quarterly QA meeting.
from the "Living Room" exit.
. 1 CFR#: 42 CFR 483.70 (a)
K 05661 NFPA 101 LIFE SAFETY CODE STANDARD K058
$5=D
If there is an automatic sprinkler system, itis
I- installed in accordance with NFPA 13, Standard
TITLE ' ' X0) DATE

'S OR PROVIDER/SU R REPRESENTATIVE'S SIGNATURE .
e~ Exe condive Hlrecton /‘9/2:/"2

ny deficlency statemant’endlrﬁ with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it Is determined that
other safeguards provide sufficient protection to the patients. (Ses instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or ndt a ptan of cofrection is provided. For nursing homes, ihe above findings and plans of correction are disclosable 14
days following the date these documents are mads avallable to lhe facility. If deficiencies are cited, an approved plan of correction is requisite to continugd

program pasticipation.
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K 056 | Continued From page 1 K056

for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
bullding. The system is properly malntained in
accordance with NFPA 28, Standard for-the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. Itis fuily
supervised. There is a refiable, adequate water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
switches, which are electrically connected to the
building fire alarm system.  19.3.5

This STANDARD is not met as evidenced by:
Rased on the observations and staff interviews
on 10/11/2012 the following Life Safety item was
observed as noncompliant, specific findings
include: The wash bay overhang just outside the
service hall is not covered by the buildings
automatic sprinkler.

CFRi#: 42 CFR 483.70 (&)

K056 — A certified sprinkler service
contractor will install an additional sprinkler
head in-the wash bay outside of the service
hall, This sprinkler head wili cover the wash
bay area In case of a an incident.
There were no other sprinkler head issues.
The Maintenance Director wiil review with
the campus QA Commitiee the actions
.taken at the next quarterly QA meeting.

n/ea/”-
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